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This poster is for strictly educational purposes and should not be used to select
specific diagnostic or therapeutic choices. Contact your local Department of
Health if any of these diseases are even suspected and ask for guidance on
specific tests and therapies. Some antibiotics are not FDA-approved for the
indications listed. See the referenced articles for consensus guidelines.
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z www.cdc.gov/ncidod/dvbid/plague/pl.htm Bush et al. NEJM. 2001; 345: 1607-10 Dennis et al. JAMA. 2001; 285 (21): 2663-2673
@ | Standard. Contact and airborne Same as Ebola and | Same as Ebola and | Respiratory droplet isolation so Standard. Contact and airborne isolation. Immediate N-95 | Standard.
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© | ar aIID:F;)UFEIf)_’]Lng r'eIS‘[))IIrator protection. hospitals protective). Place masks on patients, immediate N-95 (or N-100 or PAPR). Track and
o ( ) if available. documented. HCWs, and other close contacts. vaccinate all contacts and contacts of contacts.
o Negative pressure room. Trace/monitor contacts for cough/fever. Inglesby et al. JAMA. 2002; 287: 2236-2252
Incubation period: 1-8 days. Incubation period: 2-21 Incubation period: Incubation period: Incubation period: 1-6 days. Incubation: 2-43 days (Russia, 1979). Incubation: 7-17 days. Three (3) Major Criteria: | Incubation: 2-10 days.
Symmetric, descending flaccid | days. Early: Red eyes, 2-14 days. 3-16 days. Fever, cough, chest pain, hemoptysis | (Monkeys: rarely spore(s) seen up to 98 1) Febrile Prodrome: 1-4 days before rash Early: Acute febrile illness, pharngitis,
paralysis, Cranial neuropathies | Maculopapular rash, fever. | Fingings similarto | Early: gradual on- | 1N respiratory failure & shock. days). Inhalation: "Flu/Dyspnea/nausea. | onget, fever >101F and one of following: bronchiolitis, pneumonitis, pleuritis,
(see photo with ptosis and 7th Late: Bleeding, Shock. Ebola with diffuse cet of fever Mediastinal/hilar nodgs (_s_ee yellow arrows prostration, headache, backache, chills, hilar lymphadenitis. Late: Shock.
nerve palsy), Respiratory failure. : on CXR). Later: Meningitis and/or shock. " - : _
passy), P y maculopapular retrosternal chest vomiting or abdominal pain. Other forms include: ulcer
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LE) VHFs such as Ebola, Borio et al. JAMA gggizzfo?s — g I; - ; . www.bt.cdc.gov/agent/smallpox/diagnosis/pdf/spox-poster-full.pdf
O Machugo Check hepatic Papular, then vesicular, then black eschar in
. enzymes (SGOT > Inglesby et al. JAMA. 2000; 283 (17): 2281-2290 7-10 days .
_ 150 IU/L = worse Mortality can be very high if Rx not e W
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Dysphagia T | Rx BEFORE final Dx is proven. i . | _
. b h h due to DIC or hecrosis Roche KJ et al. NEJM. 2001; 345; 1611 www.who.int/emc/diseases/smallpox § &
Can have rash due Gl: oropharyngeal lesions, bloody diarrhea and g
| . (13 ” ' .. ! i 5
VENTILATORS NEEDED Of extremities ( bIaCk death ) V0m|t|n9, ShOCk- Www.cdc.gov/mmwr/preview/rr;mwrhtmI/mm5109al.htm
Clinical suspicion. Clinical suspicion. Clinical suspicion. Clinical suspicion. Confirmed final Dx and antibiotic sen- | Nasal culture is Epi test only: never rules Clinical suspicion: If rash on face, then look for | Clinical suspicion.
2 | Toxin assay: serum, stool, Lab: ELISA, PCR, viral Lab: ELISA, PCR, | Lab: ELISA, PCR, | Sitivities can take several days. Cal OUt_t')f_‘fe_C“?“- _Ifl)faW blood CU_'theg fﬁfﬂ rash on palms. If present, airborne isolation Lab: Gram stain & culture (blood,
O | gastric aspirate. isolation. viral isolation. viral isolation. Microlab STAT for gram stain and antibiotics; will turn positive in < 24 rs. and masks immediately. Main DDx: chicken sputum). Direct Fluorescent
o culture (at both 28 and 37 degrees) of | Gram stain and culture, IHC, and PCR. pox or drug rxn. Use CDC rash algorithm. Antibody (DFA), ELISA, PCR
8 sputum and blood. Request PCR and| CXR & CT (non-contrast optimal): widened _ . CXR: b n ’ - I. |
= fluorescent Ab test STAT mediastinum and bloody pleural effusions, | -@P: Need Biosafety Level 4 at CDC. . brohcho-pneumonia, pieura
. Jernigan et al. Emerg Infect Dis. 2001; 7: 933-944 PCR! CUItU re, EIeCtron MinOSCOpy. eﬁUSIOn’ a‘denopathy'
» | None commercially available. None. None. None. Posltexposure Setting (Adults): Doxy- | |f sensitive: Postexposure (Adults): E)/?ccin?tié)n Wig; - Postexposure (Adults): Doxycycline
i yati - . : ine 100 mg po g 12 or Ciprofi in 500 m 12 or Ifurcated needie 5- 100 mg po g 12 or Ciprofloxacin 500
@© | Investigational (IND) multivalent . Monitor all contacts | &Y¢'ne VU iprofloxacin gpoql2 o g po q p
= | vaccines under stud Vaccine in development. vaccine in I : Ciprofloxacin 500 mg po q 12. Doxycycline 100 mg po q 12. (For days after exposure mg po g 12 all therapy x 14 days
o y- : development. for fever/bleeding - . S offers protection
% Monitor all _ContaCtS for for 21 da.yS Ch_loramphemCOI 25 mg/kg po 4 X SpeCIal situations: Amoxicillin 500 mg - p : Consensus statement of the Working
> fever/bleeding for 21 days. | Monitor all contacts ' daily. Rx: 7 days. _ po g 8). All drugs at least 60 days. }/acﬂ cjan spread to Group on Civilian Biodefense
R for fever/bleeding Consensus statement of the Working | (Option in 2001 for drugs up to 100 days contacts”. . | |
< . g . . X A IR AT ennis et al. JAMA. 2001; 285 (21): 2663-2673
@ for 21 days. Group on Civilian Biodefense. +/- postexposure vaccination with 3 DAY.0 o
> Oral Rx if no sx; IV Rx if fever or doses of FDA-licensed vaccine under vaccine: none.
o cough in contacts. (IND) protocol at 0, 2, 4 weeks).
e Inglesby et al. JAMA. 2000; 283 (17): 2281-2290 f 21 ey .
o Vaccine: None. Use MASKS. DA Henderson et al. JAMA. 1999: 281 (22): 2127-2137
ICU and supportive care. ICU and supportive care. ICU and supportive Ribavirin 30 mg/kg Conf[ained Setting (Adults): Str_e_pto- Inhalational (Adults): Ciprofloxacin 400 Supportive Care. Con_tained Setting (Adult): Strept_o—
Elevate head of bed 20% care. IV x 1 (maximum, mycin 1gm IM q 12 or Gentamicin 5 mg 1V g 12 or Doxycycline 100 mg IV q Vaccinia Immunoglobulin (VIG) is not used for mycin 1 gm IM g 12 or Gentamicin 5
evate head of be - 2 g) then 16 mg/kg | ma/kg IM/IV g D or 2 mg/kg loading 12 and 1-2 of the following: Clindamycin, I ol 9 VIG £t but mg/kg IM/IV gD x 10 days. Alterna-
Aspiration precautions. IV q 6 x 4 days dose then 1.7 mg/kg IM/IV g 8. Al Penicillin, Rifampin, Vancomycin, sma ﬁ)ox (variola). V |sVuse_ ul for some (But | tive: ‘Doxycycline 100 mg IV q 12,
2 | cDC trivalent (toxin types A, B, then 8 mg/kg q 8 x | therapy x 10 days Imipenem, Chloramphenicol. All therapy nOtﬁ ) serious vaccine accmlazjreactlons_ or Chloramphenicol 15 mg/kg IV q 6
® | E) equine antitoxin: 10 ml vial 6 days. Side ef- Inglesby et al. JAMA. 2000; 283 (17): 22812290 | x 6( days. \Slgﬁciralliz eczema vaccinatoum and progressive |y 14.21 days, or Cipro 400 mg IV g
) : ) . 0 . . g i - . .
- diluted 1:10 in 0.9% saline with fects: Hemolytic Mass Casualty Setting (Adults). Cutaneous (Adults): Ciprofloxacin 500 : . Ny 12 x 10 days.
slow infusion. anemia, neuropsy- Doxycycline 100 mg po g 12 or : Cidofovir, an antiviral drug, may be offered M C ltv Setting (Adults):
iatri ' ' mg po g 12 or Doxycycline 100 mg po g under an FDA Investgational New Drug (IND) ass Lasua’y e iing (Adults):
No primary role for antibiotics. chiatric changes. Ciprofloxacin 500 mg po q 12 or 12. All therapy x 60 days due to risk of ool | I g d sri g Doxycycline 100 mg po g 12 or
Jawa. 2002 287 18y 230200 | CNIOramphenicol 25 mg/kg IV q 6. halational anthrax. protocol for smallpox and serious vaccine Ciprofioxacin 500 mg po q 12 x 14
Rx x 10 days JAMA. 2000; 283 (17): 2281-2290 CDC. MMWR. 2001; 50: 909-919 reactions. days.




